Both clinical competency committees (CCCs) and the entrustment framework for performance assessment are recent innovations in medical education. As such, little is known about how CCCs make entrustment decisions.
Although the entrustment framework increasingly is being used in competencybased medical education, 1-5 most research in this area has focused on how frontline assessors determine when a learner can be entrusted fully, partially, or not at all. [6] [7] [8] [9] [10] However, contemporary assessment practices are placing greater responsibility for making summative assessment decisions on CCCs and "entrustment committees," which are removed from the clinical learning environment. [11] [12] [13] These committees are tasked with reviewing assessment data and making comprehensive decisions, which often include determining which activities learners are allowed to perform without supervision. Much of the research on CCCs has focused on their structure and process, 3, [14] [15] [16] as well as on potential best practices for them to consider, [17] [18] [19] [20] [21] [22] [23] [24] [25] [26] with little exploration of their actual decision making. 27 With many CCCs now in place or in development, ongoing entrustment research must focus on how such groups arrive at their assessment decisions.
To further understand this area, we sought to identify the key factors that pediatric residency program CCC members consider when recommending residents to one of five progressive supervisory roles.
Method

Study setting
Fourteen pediatric residency programs (see Table 1 ), representing a range of sizes and geographical locations, all of which are members of the Association of Pediatric Program Directors Longitudinal Educational Assessment Research Network, participated in this study during the 2015-2016 academic year.
Data collection
All CCC members at the participating sites were eligible to take part in this study, and site leads were asked to recruit participants from this convenience sample via e-mail. Assessment data for all categorical pediatric residents at the participating sites were considered eligible for inclusion. CCC members and residents were assigned study identification numbers prior to data collection, and all data were submitted using only those study identification numbers.
As part of their biannual (midpoint and end of academic year) review and
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milestone assignment process during the July 2015 to June 2016 academic year, participating CCC members were asked to make an overall recommendation for the residents they reviewed, placing them in one of five supervisory roles (Levels 1-5, see Appendix 1). Levels 2 and 4 were "borderline" supervisory roles, as their descriptions indicate. Participants submitted their recommendations via an online survey (see Supplemental Digital Appendix 1, available at http://links. lww.com/ACADMED/A602), which was separate from any process or form they used for their local CCC review. They were then asked to respond to a free-text prompt to describe the key factors that led them to recommend that supervisory role (see Appendix 1). Participants completed one form for each resident recommendation they made. Prior to the survey administration, all questions were reviewed and edited by a group of 12 residency and medical education research leaders.
During each of the two review periods, reminder e-mails were sent from the Association of Pediatric Program Directors Longitudinal Educational Assessment Research Network to participants encouraging them to complete the survey.
Data analysis
We inductively analyzed the free-text responses using a thematic analysis. 28 Dedoose (version 7.5.15, SocioCultural Research Consultants, Manhattan Beach, California) was used to facilitate organization and coding of the data.
First, three authors (D.J.S., A.M., C.D.M.) independently read and reread all responses to become familiar with the data. Next, they independently coded the data by supervisory role, developing a unique codebook for each. The five supervisory roles were coded separately to analyze trends in key factors across roles. To facilitate this goal, the coding team consistently named codes across levels whenever possible. Following the independent coding, the primary coders iteratively reconciled disagreements and agreed on a final codebook for each supervisory role.
Then two secondary coders (K.W.B., B.K.) independently coded the data from the first 100 survey responses in the "may serve as a supervisory resident in ALL settings" role (Level 5) and half of the responses in the other four roles, using the codebooks developed by the primary coders. Their goal was to determine areas of agreement or disagreement with the primary coding team. Areas of agreement were treated as evidence of credibility in the data analysis. Areas of disagreement were discussed among the entire coding team (primary and secondary coders) to resolve differences and agree on a final consensus coding of the data. The secondary coders found a few instances where a code present for one supervisory role could replace a separate code from another role, thus reducing the total number of codes. They also suggested combining similar codes within levels in a few instances, simplifying the codebooks further.
Before proceeding with a higher-level analysis, similar codes from more than one supervisory role were grouped together, with a notation about all the applicable roles. The five coders then worked iteratively to group codes into categories and coalesce categories into themes. Categories were developed by grouping codes that were similar. Themes were developed by grouping categories that represented patterns in the key factors participants used to select a supervisory role. 28 To ensure credibility, our data analysis allowed for triangulation between independent coding by select authors. We sought to promote transferability, which is "the extent to which … findings can be transferred or applied in different settings," 29 by obtaining data from multiple CCC members at several residency programs, with the goal of achieving a representative case sampling. We also sought to promote confirmability in the structure of the coding team. Two members of this team (A.M., B.K.) were not site investigators or physicians, and they had no previous experience serving on a CCC. These coders helped to ensure that other members of the coding team, who were all physicians with residency leadership experience, did not impose undue personal bias during the coding process; knowledge of CCC processes offered both a potential strength for the trustworthiness of our findings and a potential concern for confirmability if reflexivity was not addressed.
The institutional review board (IRB) at Cincinnati Children's Hospital Medical Center (lead site) granted exempt status to this study. The IRB at each participating program also reviewed and approved this study. Site leads were provided study information/sample recruitment forms to distribute to residents and CCC members. Individual IRBs at each site determined if a waiver of documentation of informed consent was appropriate, if documented consent was preferred, or if documented consent was not necessary.
Results
Across the 14 participating programs, 84 of the 155 CCC members completed 769 resident forms (postgraduate year [PGY] 1: 293; PGY2: 315; PGY3: 147; not specified: 14) over two CCC review cycles. The majority of forms categorized residents as being able to supervise in all settings (Level 5) (n = 511; PGY1: 129; PGY2: 245; PGY3: 135; not specified: 2), with the remaining forms having the following distribution among the supervisory roles: all settings but borderline (Level 4) (n = 56; PGY1: 14; PGY2: 34; PGY3: 8), some settings (Level 3) (n = 47; PGY1: 39; PGY2: 7; PGY3: 1), some settings but borderline (Level 2) (n = 80; PGY1: 52; PGY2: 18; PGY3: 3; not specified: 7), not able to serve as a supervisor (Level 1) (n = 67; PGY1: 55; PGY2: 7; PGY3: 0; not specified: 5), and unable to assign a role (n = 8; PGY1: 4; PGY2: 4; PGY3: 0). Four themes emerged from our analysis regarding how participants categorized residents into supervisory roles: (1) Determining supervisory ability follows from demonstrated trustworthiness; (2) demonstrated performance matters, but so does experience; (3) ability to lead a team is considered; and (4) contextual considerations external to the resident are at play. These themes and representative quotations (identified by supervisory role recommended and participant ID number) are described in detail below.
Overall, we found no appreciable differences in the key factors used to recommend residents to a borderline (Levels 2 and 4) versus nonborderline role. However, participants offered several key factors that were unique to the "may serve as a supervisory resident in ALL settings" (Level 5) and "may not serve as a supervisory resident" (Level 1) roles (i.e., the entrustment extremes), which we highlight and expand on below.
Theme 1: Determining supervisory ability follows from demonstrated trustworthiness
Participants identified trustworthiness as a key factor influencing their supervisory role recommendations. Sometimes they explicitly referenced "trust" (Level 2 [59]) or made a more global reference to how much a resident was trusted, such as "faculty felt comfortable with her in charge of patients when they were at home" (Level 5 [13] ) and "could practice independently … even without six months more training" ( Level 5 [84] ).
In other instances, participants described characteristics that were germane to determining trustworthiness. These characteristics included the ability, or lack thereof, to provide safe care and to do what was right. They made explicit references to safe care only in regard to the two extreme supervisory roles: "error frequency" (Level 1 [34] ) and "prioritiz[es] responsibilities to provide patient care that is safe, effective and efficient" (Level 5 [56]).
Participants also mentioned clinical characteristics that were relevant to trustworthiness, such as dependability ("unable to complete basic tasks reliably," Level 1 [84]), clinical judgment ("good knowledge base, which she is able to apply in commonsense fashion," Level 5 [51]), and confidence in decision making ("not paralyzed with indecision," Level 5 [64] ; and "decisive personality," Level 5 [51] ).
Finally, participants described components of trustworthiness that focused on residents' willingness to stop in the face of uncertainty, seek help when needed, and demonstrate commitment to improvement. For example, one participant noted that a resident was "good at asking questions of things she doesn't know, rather than just winging it" (Level 4 [32] ). The same participant even identified knowing one's limitations and exhibiting appropriate help-seeking behaviors as justification for overlooking more global weaknesses: "the most important aspect is that while she is one of our weaker residents, she very much knows her limits and when/how to ask for help" (Level 4 [32] ). Although these characteristics were described for all supervisory roles, specific concerns about residents' reticence to ask questions or proceed without understanding were called out in Level 1 recommendations. For example, one participant identified a resident who "appears to carry out the plan but not understand why" (Level 1 [37] 
Participants identified systems-based practice as a key factor for all supervisory roles except "may serve as a supervisory resident in SOME settings but is just above the borderline" (Level 2). For example, they said the following: "needs to become more familiar with the system before he would be capable to supervise others" (Level 1 [57] ) and "intimate knowledge of hospital system" (Level 5 [24] ).
When recommending residents to the highest-level supervisory role, participants also referenced the extremes of performance demands, such as being "very calm under pressure" (Level 5 [32] ) and managing complexity well. Participants also pointed out residents' care coordination and "accept[ing] … ambiguity at an appropriate level" (Level 5 [64]).
Participants noted that professionalism in general ("very strong professionalism allowing for full follow-through on all aspects of residency," Level 5 [17] ; and "professionalism with strong understanding of role of physician," Level 5 [44]) as well as a few specific areas of professionalism served as key factors to recommending residents to all but the lowest-level supervisory role. The specific areas they identified included patient commitment and advocacy ("heavily invested in care, learners, and teams," Level 3 [28] ) and professional identity ("sense of duty and commitment to her patients," Level 5 [39] A number of people have expressed concern about her performance, and we have discussed her in the CCC many times thus far this year. Even some residents have expressed concern about her, which was a major concern to me. Although demonstrated performance was clearly important in participants' decision making, experience was as well. Experience was a key factor across recommendations to all supervisory roles. For example, one participant noted the importance of having "exposure to various rotations" (Level 5 [11] ), while another noted that "… even with all of that [positive aspects of performance], I would only propose that she supervise students in settings to which she has already been exposed" (Level 2 [28] ).
Theme 3: Ability to lead a team is considered
Participants noted that various characteristics related to leading a team were key factors driving their supervisory role categorizations. These characteristics were most relevant to the highest-level role but were discussed to some degree for all roles. For example, participants discussed simply possessing or lacking team leadership skills: "intern is still developing their leadership skills … a solid performer who is where she is supposed to be for a midyear intern, but not ready to lead a team" (Level 1 [22] ), and "multiple faculty members commented on [the resident's] ability to run a service" (Level 5 [13] ). Patient volume and acuity were used to both advance and hold back residents from certain supervisory roles. These factors were most relevant to the extreme levels, as both were discussed only when placing residents in the lowest two supervisory role levels or in the highest level. Referring to Level 1, one participant noted that a resident was "not yet at the level to supervise in high-acuity/highvolume settings" (Level 1 [64] ). Referring to Level 5, one participant noted that a resident was "able to manage highvolume, high-acuity situations" (Level 5
[67]), while another noted that a resident "thrived in a high-volume and highacuity environment like the [neonatal intensive care unit] … [and] on a challenging inpatient subspecialty service with difficult patients and multiple attendings" (Level 5 [18] ).
The support that was or was not available for residents was also a factor: I don't know that the resident was so much ready as that there is additional supervision by seniors and attendings in place while allowing this intern to work on supervisory skills with med students. The availability of backup supervisors for a resident serving in a supervisory role was explicitly noted as a key factor only when placing residents in one of the borderline levels (Levels 2 and 4). Some participants were even willing to advance residents to a higher supervisory level with the caveat of recommending adjustments to their schedules that would Finally, training level rules set by the program served to hold back some residents who might otherwise have been deemed fit for a higher-level supervisory role. For example, one participant noted that a resident "[was] an intern but will be able to supervise once they get to junior year in six months" (Level 1 [1] ).
Discussion
We found four themes that describe the key factors CCC members use when they recommend residents to one of five supervisory roles. As Figure 1 illustrates, CCC members consider factors related to residents (themes 1 and 3), the environment (theme 4), and both residents and the environment (theme 2) when making their recommendations.
We found that CCC members recommended residents across all training levels to the highest level of supervisory roles. This finding likely represents the commonplace practice of PGY2 residents in pediatrics serving in supervisory roles; thus, typically developing residents may be deemed ready to supervise by the end of their PGY1 year. As Schwartz 30 noted: "In most specialties, residents in their second year are allowed (even required) to supervise medical students or more junior residents. Program directors trust residents to supervise before they trust them to practice unsupervised." However, this finding could also represent a low bar for entrusting residents to serve in supervisory roles or an incomplete consideration of the full implications of such a decision, especially when considering that many PGY1 residents were deemed able to serve as a supervisor in all settings rather than just some settings.
Trustworthiness
The recommendations we studied represent summative entrustment decisions. Recently, ten Cate 31 argued that four factors drive entrustment decisions: perceived trustworthiness, risks, benefits, and the trust propensity of the "trustor." The first three factors are represented in the themes we identified in this study. However, our study focused on the trustworthiness construct that has been described in recent years. 8, 31, 32 Various components of trustworthiness, or the characteristics that individuals demonstrate which lead others to place trust in them, have been described as well. 8, 31, 32 In a model from medicine, Kennedy and colleagues 8 described four components of trustworthinessknowledge and skill, discernment (i.e., knowing one's limits and seeking help appropriately), conscientiousness (i.e., reliability and follow-through), and truthfulness. CCC members in our study described the first three components as key factors in their supervisory role decisions. Our findings then further support the constructs defined by Kennedy and colleagues. Perhaps equally important, our findings also reinforce using the trustworthiness framework for assessment purposes.
Although trustworthiness was a consideration in all entrustment decisions, explicit references to residents' abilities to provide safe care were only made for decisions regarding the highest-and lowest-level supervisory roles. Although it is almost certainly important for any summative assessment or advancement decision in medicine, providing safe care may only be an important factor when deciding to fully trust someone or to not trust her or him at all.
Experience and performance
CCC members noted that they considered residents' experience when recommending them to a supervisory role. However, critical care experience was only a key factor when placing residents in the highest-level supervisory role. When choosing one of the "some settings" levels (Levels 2 and 3), CCC members identified either outpatient or inpatient general pediatric contexts as the settings in which they imagined the resident serving as a supervisor. Thus, perhaps expectedly, CCC members seemed to use critical care experience as an indicator of the resident being able to serve as a supervisor in all settings, particularly those settings in which patients are more likely to be critically ill.
Residents' performance at the extremes of demands, care coordination, and ability to manage ambiguity were all key factors in CCC members recommending the highest-level supervisory role. This finding likely reflects that committee members use these higher-order abilities to discern residents' placement at the highest level. It also underscores the importance of collecting assessment data in these areas for residents who are further along in their development. Such data are likely to be beneficial in making continued advancement and summative assessment decisions, and they provide learners with the most meaningful feedback to take the next steps in their development. 33, 34 CCC members noted that knowledge of and facility with working in systems, as well as being a self-directed learner, were important factors in their decision making, highlighting the importance of competency domains such as systemsbased practice and practice-based learning and improvement. 35 Although both are newer domains compared with traditional domains such as patient care and medical knowledge, their importance to CCC members' summative decision making was clear. This finding underscores the importance of ensuring that data that speak to these domains are included when designing an assessment program.
Of note, professionalism was not a key factor for recommending residents to the lowest-level supervisory role. Perhaps CCC members did not even consider professionalism when residents had not met other fundamental achievements.
Ability to lead a team
We also found that residents' ability to lead teams was a key factor in CCC members' decisions. However, a number of related comments mentioned characteristics of individuals, such as maturity and composure, that are likely not frequently or explicitly included in residency curricula or assessment structures. This finding raises the question of whether programs should be carefully considering these characteristics at selection, whether their early presence will predict entrustment trajectories, and how we can foster these characteristics over time.
Contextual considerations
The availability of other supervisors to act as backup was noted as a key factor when recommending residents to one of the borderline levels (Levels 2 and 4). Advancing these residents to a borderline level with support available, rather than keeping them at the next lowest level, is critical not only for ensuring safe care but also for placing residents at the leading edge of their development with just enough scaffolding to support them and allow them to further develop their competence. 36, 37 Some CCC members noted a willingness to advance residents to a higher level if adjustments could be made to their schedule, such as supervisory rotations coming later in the year, to allow time for more growth in the interim. Although it is a practical solution, this rationale raises questions about the integrity of decisions that rely on an expected trajectory and the need for more dynamic assessment structures that allow for the reconsideration of these decisions over time.
CCC members discussed patient volume and acuity as key factors only when recommending residents to a supervisory level at one of the extremes. On the lower extreme, residents' inability to manage higher volume and acuity was a key factor in holding them back from a higher level. On the upper extreme, CCC members used residents' ability to manage higher volume and acuity as a key factor in advancing them. Both volume and acuity can affect workload, and residents who are early in their training have described the cognitive burden that each new patient adds, reporting that they feel they learn best with no new admissions on an inpatient service. 38 Learners and CCC members alike recognize the implications of even small increases in patient volume or acuity and how these changes can affect performance. Attending to these factors in assessment is likely important not only for making advancement decisions but also for designing systems in which resident staffing is safe and beneficial for both residents and patients. Figure 1 illustrates that both resident factors and environmental factors are considered to assess the supervisory abilities of residents. We believe that the themes we identified related to these resident factors provide useful insights into the types of data residency programs may wish to collect in their assessment programs. However, perhaps more important, our findings illuminate how CCC members use environmental factors in their decision making. Programs may be less likely to collect robust data in these areas, but formally presenting this information to CCC members is necessary.
Implications for practice
Limitations
This study has limitations. First, it was conducted with CCC members from a single specialty, and the findings may not fully transfer to other specialties. Second, our study design did not allow for followup questions, so we could not clarify participants' responses, and they could not elaborate on them further. That said, we had 84 CCC member participants who provided information on the key factors they considered when making more than 750 decisions about residents' supervisory roles. In completing this task, many participants offered multiple key factors that drove their decision making. Third, three members of the coding team had experience as residency program leaders and with leading CCC efforts, which could have introduced bias into their coding. Including two other coders with no personal experience in program leadership or CCC membership provided balance to this potential bias. Finally, all data were self-reported by CCC members without objective data to support or refute their comments.
Conclusions
Our study found that CCC members consider residents' trustworthiness, demonstrated performance, and leadership skills when determining the supervisory role in which they can serve. These factors all focus on residents' abilities. However, experience and contextual considerations external to the resident also serve as key factors in these decisions. The interplay between these factors in CCC decision making, then, is important to consider as CCC processes are optimized and studied further.
